Primary adenocarcinoma of the small intestine is an uncommon tumour, the incidence being A presumptive diagnosis of a recurrence of his colonic carcinoma was made, but a subsequent barium enema showed only a short large bowel and no evidence of carcinoma. However, a barium meal showed a ragged appearance in the first part of the duodenum (Fig. 1) . This proved to be significant on endoscopy. The pylorus was spastic and the mucosa oedematous. The duodenum could not be entered but the mucosa seen through the pylorus was thick, red and friable. A gastroscopic biopsy of the duodenal mucosa just distal to the pylorus was taken. Histology showed a poorly differentiated adenocarcinoma with minimal mucin secretion (Fig. 2) .
A 76-year-old man had presented to his GP on many occasions, over the last few years, with iron deficiency anaemia. This had, until recently, responded well to oral iron, and the cause was therefore not investigated. Over the last 10 months he had developed alternating constipation and diarrhoea and complained of lower abdominal cramp-like pain which he related to exercise. He had lost 6-35 kg in weight over the last year. His (Fig. 3) arising in the small bowel mucosa and infiltrating through the muscle wall to the serosal surface. The lymph nodes in the mesentery showed reactive changes only.
The immediate postoperative course was uneventful. The patient died at home 5 weeks later. The cause of death was not known and a postmortem was not done.
Discussion
Carcinoma of the jejunum was first reported by Hamburger, in 1746 (in: Wilson et al., 1974) . Since that time there have been many reviews of small bowel neoplasia, but very few recorded cases of multiple small bowel malignancy. Malignant lesions of the small intestine account for 0-16% of all malignancies and 4-9% of gastrointestinal malignancies (Southam, 1974) . Between 30-45% of these malignancies occur in the duodenum (Shukla and Elias, 1976 (Lowenfels, 1973) . A deficiency in the immunological surveillance against tumours might account for the association of other primary neoplasms with small bowel tumours (Wilson et al., 1974 (Brookes, Waterhouse and Powell, 1968) but radical resection of duodenal lesions is not so easily accomplished. However, palliative resection should be carried out whenever possible. Should resection be impossible, a bypass procedure may make the patient's illness more tolerable.
The average survival time for duodenal growths is significantly worse than for neoplasia elsewhere in the small intestine, being in the order of 2-3 months for unresectable cases (Shukla and Elias, 1976) .
The use of radiotherapy and chemotherapy have so far failed to yield any encouraging results (Southam, 1974; Wilson et al., 1974 ).
Crohn's disease and coeliac disease both predispose to malignant change. In Crohn's disease adenocarcinoma is more common and this arises twice as often in the ileum as the jejunum (Papp and Pollard, 1971; Nesbit et al., 1976) .
In coeliac disease, the incidence of both adenocarcinoma and especially lymphoma is greatly increased (Harris et a., 1967) and lymphocytes from patients with coeliac disease show an impaired cytotoxic response to tumour cells from a lymphoma line in vitro suggesting that an impaired immunological surveillance in vivo may account for this increased risk (MacLaurin, Cooke and Ling, 1971 ).
Carcinoma of the colon is associated with an increased risk of development of another malignancy. Following colectomy and apparent cure of carcinoma of the colon, approximately one-third of the survivors will develop a new malignant lesion of either colonic or extra-colonic origin (Polk, Spratt and Butcher, 1965) .
It is interesting to note that the present patient developed a second colonic carcinoma 6 years after the initial colonic carcinoma and that both had been successfully treated 29 and 23 years before his present illness.
